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May 2005916 Letters to the Editor4. The catheter was opened in the common femoral vein,
pulled back into the GSV in the open position for better
visualization, and positioned just distal to the superficial
epigastric vein before ablation was commenced. This did
not appear to damage the endothelium or increase the risk
of DVT. The mean length of untreated proximal GSV was
11 mm.
The low incidence of DVT in our experience compares well
with other reported series2,3 and justifies the above practice. We
wonder if the high incidence of DVT in the authors’ series could be
because the GSV was inadvertently treated too close to the saphe-
nofemoral junction.
Finally, the authors appear to have used confusing terminol-
ogy. The highest tributary of the GSV is the “superficial” and not
the “inferior” epigastric vein. The latter, usually paired, is a tribu-
tary of the external iliac vein, crosses the medial margin of the deep
inguinal ring to enter the rectus sheath, and does not connect with
the GSV.4
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Reply
Our group is quite pleased to see that our manuscript has
raised some controversy. The authors’ experiences seem to be
quite different from ours, however.
The mean age of our patients was 62 years, compared with 45
years in their series. Our patients were frequently CEAP 2 to 5, and
our series often had patients with CEAP 4 and 5. This may partially
account for some of the different results.
We also did not screen for hypercoagulable states nor did we
use prophylactic heparin or low molecular weight heparin. We no
longer use a guidewire routinely but only if needed. We do not
open the catheter in the central femoral vein but only in the greater
saphenous vein.
We stand corrected in that the first branch of the greater
saphenous vein should be termed the superficial epigastric vein.
Again, the references cited in this response are sponsored from
the company and do not represent an unbiased source.
We look forward to seeing the published experiences of this
group and others.
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